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Health promotion programs provide information, education for health .and opportunity for the development of
the skills that people.need to make healthy choices. The current climate of health care practice also directs
its focus to the needs and wants of the health care consumers. This entails active input from thetargetgroup.
The present study used focus groups in an attempt to ensure input from women in early postpartum into the
development of a postpartum continence promotion program. The focus groups revealed anomalies in
women's perceived susceptibility to, and knowledge about, urinary incontinence and pelvic floor exercises,
while highlighting other areas of needG Focus groups proved an invaluable tool in the development of a more
effective physiotherapy continence promotion program. [Chiarelli P and Cockburn J(1999): The
development of a physiotherapy continence promotion program using a customer focus. Australian
Journal of Physiotherapy 45: 111-119 ]
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Introduction
The need for continence promotion Studies of the
prevalence of urinary incontinence (UI) in three
cohorts of Australian women show it to be 12.8 per
cent in women aged 18-22, 36.1 per cent in women
aged 45-49 years and 35.0 percent in women aged
70-74 years (Chiarelli and Brown 1999). Examination
of variables associated with urinary incontinence
show a marked increase in prevalence in young
women following childbirth (Chiarelli and Brown
1999). In vivo .studies of the effects of vaginal
delivery on female continence mechanisms leave
little doubt that vaginal delivery is implicated in the
subsequent development of UI (Swash 1990). Since
health care professionals have access to women in the
immediate postpartum, it follows that health
promotion activities aimed at promoting urinary
continence might best be delivered at this time. This
study aimed to use health promotion principles to
underpin the development of a continence promotion
program, and involved using direct input from
women within the target group to maximise both its
acceptability by the women as well as the
effectiveness of the program.
Health promotion and the health belief model
While a medical perspective underpins the focus of
much health promotion work, the bio-medical model
is often found to be restrictive for the purposes of
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health promotion. The theoretical guidance for the
understanding and planning of health promotion is
transdisciplinary and is provided by the use of
behavioural models. The models suggest key
variables that may interact to predict individual
behaviour change as well as providing a framework
around which health promotion interventions might
be planned. A number of different models have been
developed,however, the differences between the
major models are often minimal {Cummings et al
1980}.
The health belief ·model (HBM) was one of the
earliest attempts to explain health behaviour (Becker
1974). The HBM extends the use of socia-
psychological variables to explanation of preventive
health behaviour and studies of the HBM provide
substantial empirical support for its usefulness in
health education planning (Janz and Becker 1984).
The strength of theHBM lies in the delineation of
patients' ·subjectiv.e perceptions and is based on three
essential factors:
1 The readiness of the individual to consider
behaviour changes in order to avoid disease or
minimise health risks.
2 The existence of forces in the individual's
environment that urge change (cues to action) and
make it possible.
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3 The behaviours themselves.
The HBM asserts that an individual must believe that
they are susceptible to the disease, believe that the
disease is serious, believe that the proposed health
action will be beneficial and lastlY,believe that the
benefits will outweigh any costs or disadvantages
(Tones 1986).
In order to develop an effective continence promotion
program, it is useful to consider the framework
provided by the HBM. By doing this it is possible to
identify inconsistencies in the knowledge, attitudes
and beliefs about VI, the barriers to women adopting
recommended continence promoting behaviours and
relevant cues to action. In the contextofUI, the HBM
hypothesises that people (in this case, women) will
seek and comply with continence promotion
regimens only under certain specific conditions. The
women must possess some minimal level of
knowledge aboutUI and be motivated toward
continence. They must also believe that they are
vulnerable to becoming incontinent of urine and that
following any proposed prevention program will be
worth their while. If the knowledge and perceptions
that women have about UI are wrong, the intervention
can be designed in such away that it is directed at
overcoming these misconceptions. Similarly,
compliance with health behaviours ·contained within
the program might be enhanced.
Women's perceptions of urinary incontinence and
its consequences From the literature, it can be seen
that incontinent women suffer a variety of
psychological symptoms including loss of self-
esteem, shame, embarrassment, insecurity, indignity
and. apathy (Ory et al 1986, Wyman et al 1987).
Norton et al(1988), in a study of 201 incontinent
women, found thatonly 10 percent ofthe women had
sought help within one year of the beginning of their
symptoms and 25 per cent waited more than five
years. When asked why they waited before seeking
help, the women said that they hoped that the
symptoms would go away, that they would feel
embarrassment at mentioning it to their doctor or that
they felt the symptoms were normal. It might be
extrapolated from these studies that women have little
perception that UI might be progressive in nature and
that they do not perceive the symptoms as serious. In
a study of urinary incontinence during pregnancy in
304 Australian women, Chiarelli asked women about
their perceived susceptibility to becoming incontinent
later in life. Almost 47 per cent of the women did not
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know or had not thought about it while another 19 per
cent felt that it was "not at all likely" and 21 percent
felt that it was "a little likely" (Chiarelli 1996). It
would therefore seem that women might not perceive
themselves to be susceptible toUI.
Women's knowledge about pelvic floor exercises
The pelvic floor muscles (PFM) make an important
contribution to urinary continence. They have a
supportive role within the urogenital system, as well
as providing.extra closing force to the urethra at times
of increased intra-abdominal pressure such as occurs
during coughing, lifting or other physical exertion
(ConstantinouandGovan 1982). In the presence of
pelvic floor muscle dysfunction, pelvic floor
exercises (PFXs) are recommended as prevention of
or remedy for urinary incontinence (Berghmanset al
1996). An optimal tactic to encourage participation in
any exercise program should be based on an
understanding of the factors underlying exercise
behaviour in any particular client group such as
postpartum women. An examination of the
psychosocialdeterminantsofapelvicfloor muscle
exercise program should be of practical value in
defining the optimal content of such a program.
From the literature, PFX programs have a high drop-
out rate reportedly ranging from 20 percent to 30 per
cent (Wilson 1997). Since adherence to an exercise
program for muscle rehabilitation is fundamental to
its success, there is .surprisingly little information in
the literature about women's attitudes to these
exercise .programs. Godin etal (1998) found that
perceived barriers to non-specific exercise were a key
factor explaining differences between nulliparous and
multiparous women in the intention to exercise after
giving birth. These barriers to either general or more
specific exercise programs for postpartum women
appear to hav.e received little attention.
In a qualitative study of 28 women using in-depth
interview, Ashworth and Hagan (1993) reported some
social consequences of non-compliance withPFX
and found several themes emerging which mighthave
important implication in the development of an
optimal pelvic floor muscle exercise .program. These
included beliefs that: "exercises are not personally
salient"; "the exercises focus on a bodily area which
is not easily accessible to conscious control"; "non-
completion of the exercises constitutes a source of
guilt/self-blame and leads to resignation and apathetic
inaction"; "non-completion of thePFX program
constitutes a basis for the self-attribute ofweakness of
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will". While qualitative studies lend themselves to
providing implications and insights rather than
generalisations it seems that adherence to PFX is
associated with feelings of personal lack of control
and that these issues would need to be addressed as
part of any proposed continence promotionIPFX
program.
Focus groups Health promotion also involves
changing attitudes so that changes in behaviour are
possible (Dignan and Carr 1987). People need to
believe that they are capable of performing the
behaviours necessary to promote good health. For
these reasons, considerations of the attitUdes and
beliefs of women is pivotal to the development of an
effective continence promotion program.
Experiences with public health education programs
have shown that social marketing principles can be
used effectively to fonnulate as well as to implement
health promotion or behaviour change programs. Just
as effective modem business marketing strives to
address .clients'needs and interests, the current
climate of health care practice also directs its focus to
the needs and wants of the consumers of this health
care (Lefebvre 1992). By definition, this entails active
input from the client.
"Knowing thy customer" is recognised as being a
critical factor in commercial marketing ventures in
converting the .customer to a specific product. It is
also a critical factor in social marketing of health
concepts. Focus groups are included among the social
marketing techniques used as part of the formative
research deemed necessary for the development of
effective programs. Qualitative research techniques
such as focus groups can be effectively used to
underpin and complement quantitative research.
Focus groups have been used as market research tools
since the 1920s and now enjoy widespread use.
Except for the landmark effort of Robert Merton and
colleagues in 1956, working in the field of applied
social science research, most of the research and
development ·of focus groups for the next three
decades came from private sector research. Focus
groups are effective means of obtaining information
from special audiences and provide a unique
opportunity to get to "know thy customer". They also
provide a strategy for translating scientific knowledge
into effective education packages employing effective
communication strategies (Lefebvre 1992).
A focus group has been defined as a group interview
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among individuals selected and assembled by the
researcher, to discuss and comment on, from personal
experience, a particular topic in order to generate data
(Kitzinger 1995).
Focus groups andphysiotherapy Focus groups have
seldom been used by the physiotherapy profession in
the development of interventions or programs. An
extensive literature search uncovered only two
examples:
The validation of the inclusion of various health
domains in a patient-oriented outcome
measurement audit tool (Sim and Snell 1996).
• The identification and awareness-raising of the
health care needs of women with disabilities
(McComas and Carswell 1994).
Regarding continence promotion, it seems that focus
groups offer an appropriate methodology to collect
information on women's perceptions and beliefs. This
infonnationcan then be used to develop interventions
that address patients 'beliefs and barriers and so
increase the likelihood that behaviour change (ie
adherence to recommendations) will occur .
The aims ofthe focus group These.are:
1 To examine women's knowledge and beliefs
aboutUI its prevention and its progressive nature
2 Tp explore women'8 perceived susceptibility to
VI
3 To explore women's levels of perceived severity
ofUI
4 To explore the attitudes of women to their
experiences of UI
5 To examine women'sknowledge and beliefs
about pelvic floor exercises
6 To explore women's beliefs about their ability to
perform a PFM contraction
7 To ascertain if women have any experience with
or ideas about PFX compliance aiding strategies
8 To discover which health care professional the
women might see as a highly credible source of
infonnation aboutUI and PFX
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9 To explore other data emerging from the focus
groups that might be relevant to continence
promotion.
Method
Settingandsample Most new mothers attend early
childhood centres (ECC) (Lloyd 1998). Four focus
groups of between eight and 11 women were
convened at various ECCs around Newcastle, the
second largest city in New South Wales. In
discussions with the nurses in charge of the Eees, it
was evident that women from varying socio-
economic backgrounds would be likely to attend any
or each of the groups. A prerequisite of women's
eligibility to join the groups was that they speak
English well. While women in the groups were not
asked about theiretbnic origins, one of the focus
groups was held in anECe serving a distinctly ethnic
population. Some of the women in this group
represented different ethnic groups.
Organisation of the groups was undertaken by the
nursing sisters in charge of each of the individual
ECCs.The women were invited to attend a group
discussion about getting back into .shape after giving
birth. Assistants were available to help with the
babies and lunch was provided afterwards.
The women's ages ranged from 23 years to 38 years
and, of the 37 women in the groups, 34 were
primiparous. There was no attempt to homogenise the
groups by including either only primiparous or
multiparous women, since this would have been too
difficult to achieve. Fewer multiparous than
primiparous women attend ECC (Lloy:d 1998). While
it seems rational to assume that primiparous women
might have more difficulty in coping with the
demands of a new baby ·than multiparous women,
multiparous women would presumably be
experiencing more demands, since they have other
children to attend to. Therefore, both groups of
mothers would be facing barriers to the adoption of
health behaviours.
Apart from the normal vaginal delivery modes of the
women in the groups, one had a caesarian section,one
had aventouse assisted delivery and three had forceps
assisted deliveries. The women were from two weeks
to seven months postpartum. The groups met in
January and February of 1998.
Development of the focus group outline Using the
health belief model as a conceptual framework, the
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aims of the focus .group ·were detennined.From the
aims, questions were then developed that might
encourage the women to express their feelings in an
uninhibited way. This was achieved by a process
called funneling (Merton et al 1956). Questions were
developed and sequenced in such away that in the
beginning, the group members were asked about their
feelings about their bodies in general since the birth
of their ·baby. The women were then asked to talk
about other people they might know who had
experience with VI. It was hoped that this would
gently lead the women into expressions.ofbeliefs and
feelings about personal experiences ofUI. In the
same way, questions about exercise in general in the
postpartum were used to lead them into discussing
more specific elements of postpartum exercise.
Conduct of the groups The women gave written
consent for the sessions to be audio-taped and they
were assured that the audio-tapes would only ever be
available to the group moderator for transcription
purposes. The ethics of group discussion were
explained and women wore their first names only on
a badge. The moderator used a non-judgmental
approach to facilitate open, uninhibited dialogue,
while guarding against the discussion moving too far
from the main topic. The moderator also encouraged
equal participation from all members of the group.
One author was moderator for the first group (Je),
while the other author (PC) conducted the following
three· groups.
Analysis<of the findings from the group The tapes
from each group were played and transcribed
verbatim into written form. Each of the statements
made by the women in each group was then
categorised according to the aims of the study. The
data from each of the groups was then collated
collectively. Those statements that did not fit into the
nominated categories were placed within the category
pertaining to the tenth aim, namely - to explore other
data emerging from the focus groups that might be
relevant to continence promotion. Several sub-
categories emerged here, including constipation and
bowel dysfunction in the immediate postpartum,
postnatal care of the perineum and resumption of
sexual intercourse in the postpartum.
Results
1) To examine women's knowledge and beliefs about
VI, its prevention and its progressive nature.
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"It's something you think about old women having in
nursing homes".
Some women reported not knowing anything about
VI while others appeared ill infonned.
In general the women displayed little knowledge of
UI except in those instances· where they had personal
experience of it. No comments were made about the
progressive nature of UI except that one or two
women thought that you had "more chance of getting
it the more babies you had".
Women complained that "They don't tell you about it
in prenatal class" and that "the medical people tell
you it will get better but they don't tell you how,or
when, or what to do" and "the doctors tell you it will
get better but that itwill never be the same as before".
Other misconceptions about Ulmentioned in the
groups include that VI is only experienced by older
women; that urinary incontinence is synonymous
with prolapse; and that if experienced in the
postpartum,Ulwill simply resolve itself.
Sources of infonnationabout urinary incontinence
included:
i) Personal experience:
"1 was so surprised. Ijust didn't expect it. I don't leak,
but I can't make it to the toilet on time. I'm dribbling
all the way there and I think 'Gh no! This is terrible'''.
Many of the women who admitted to bladder control
problems (urine leaking as well as urinary urgency
.and frequency) were shocked Of surprised by the
appearance of the symptoms. Others had spoken toa
health care professional about it and were encouraged
to "learn to live with it".
ii) Friends and relatives with UI:
There were many reports of first degree female
relatives or friends having problems with DI. This
appeared to be a contributing factor to some. women's
knowledge of the condition.
iii) The media:
One woman only said that she had heard about VI on
the radio. She then went to say that if she had not been
pregnant and experiencing VI at the time, she doubted
Australian Journal of Physiotherapy 1999 Vol. 45
if she would have bothered listening to the program,
since it was someone in their 40s and she had not
known that 40-year-old women experience VI. Few
women mentioned that pelvic floor exercises might
be recommended to prevent or ameliorate VI.
2) To explore women's perceived susceptibility to VI.
"I always getup two or three times a night and my
mum goes to the toilet at the drop of a hat, so I think
I'll probably be like her".
Women who perceived themselves likely to
experience VI were mostly those who were currently
experiencing bladder control problems or who had a
past history of bladder control problems. The
majority of women did not feel themselves to be
susceptible to future experience of VI (even though
some of them experienced it during pregnancy or
early in the postpartum) and a few were unsure about
their susceptibility.
3) To explore women's levels ofperceived severity of
VI.
There was little discussion about the severity of UI.
One woman complaining of a major degree ofUI was
under the care of a physiotherapist and was
encouraged by her progress. No-one mentioned the
long-term consequences of VI. Even when asked
~pecifically, the women tended to change the subject.
4) To explore the attitudes of women to their
experIences of VI.
"You keep it to yourself', "I haven't told anybody".
Other women expressed surprise .or shock on
experiencing VI, embarrassment, guilt at
experiencing VI and not doing PFX regularly, and
findingUI "terrible". Women expressed despair and
one woman told of such experiences as sitting in the
toilet in a shopping centre crying because she had
leaked and feeling "useless and awful". The women's
perceptions of their experience ofUI tended to be
expressed strongly, while the feelings of guilt
associated with experiencingUI and not doing PFX
tended to be treated in a much lighter manner.
5) To examine women's knowledge and beliefs about
pelvic floor exercises.
"Well, I know that you're supposed to do them - but
nobody ever does".
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"She told me so my stomach wouldn't fall out when I
was older - it holds all the insides up. You know as
you get older you get incontinent and your insides fall
out".
While most women had heard about pelvic floor
exercises, they appeared to have little understanding
of pelvic floor muscles. Few women knew that they
were important in regard to bladder control and
prolapse and some women admitted never having
donePFX at alL When asked why the women thought
they should do them, the answers referred more to
"helping the muscle get back into shape after· the
baby. To tighten everything backup" and little
mention was made of their role asa continence
mechanism: "they tell you it's so you will get back
like you were. That's all we were told. They didn't
mention that you might be incontinent!" Women
mentioned that PFX had a low priority, especially
after thebabywasbom. Women also mentioned
noticing a difference in their ability to do PFX while
still breast feeding.
In exploring how women were actually taught to do a
PFM contraction, only one reported being taught
during a vaginal examination and this woman was
under continuing care for VI and markedPFM
dysfunction. Some reported being told to "go to the
toilet and hold it". The knowledge in regard to how
many PFXshould be done ranged from "three or four
every time you think about it" to "100 every time you
wash your hands". When asked how long they should
keep on doing PFX, few women reported a view that
they needed to be done for a lifetime.
Of the women who were aware of PFM, many
reported learning about them in pre-natal classes and
justa few had it mentioned to them by their doctor.
Some women reported being given little or no
information about PFMduring prenatal classes while
others had learned of them by reading" In general,
there were quite a few misconceptions about PFX.
6) To explore women's beliefs about their ability to
perfonn a·PFM contraction.
"Sometimes I can only feel it iumy stomach- you
know, I can't feel it low down".
Some of the women were convinced that they were
doing PFMcontractions correctly, while others
voiced concerns over whether they were doing them
correctly and felt that they should be shown how.
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Many women felt that this should be a routine part of
the post-natal checkup. When asked, there was no
negative feeling expressed about women doing their
own digital vaginal assessment although not all
groups discussed the topic of vaginal assessment of
PFM .contraction at length.
7) To ascertain ifwomen have any experience with or
ideas aboutPFX compliance aiding strategies.
"Someone should put up a billboard somewhere
saying HAVE YOU DONE YOURS TODAY? -
women would know what they were on about but
no-one else would lmow".
The majority of the women found remembering to do
their PFX really difficult Many women reported
being told to stickup coloured dots, and while they
thought this a good idea, none had actually done it
Other suggestions were to tie .PFX in with a specific
activity such as when sitting at red traffic lights, while
washing hands or while washing dishes. Women
suggested using their husbands to remind them about
PFX and only a small number disagreed that this
would be a good thing to do. There was general
agreement that husbands ·might be encouraged to
remind them verbally. Some women had been told
that their partners might like to check PFM
contraction during sexual intercourse.
8) To 'discover whichHCP the women might see as a
highly credible source of information aboutUI and
pelvic floor exercises.
It was generally agreed that doctors, midwives and
physiotherapists were all credible sources of
information. Many women spoke about nurses and
physiotherapists telling themaboutPFX in the
postpartum. Women suggested that clinic sisters
would be an accessible source of information for the
women in the postpartum. One woman mentioned the
chemist It was generally agreed that health care
professionals who had ,actually given birth
themselves had more credibility than those who had
never had a baby.
9) To explore other data emerging from the focus
groups that might be relevant to continence
promotion.
Quite a lot of other relevant, important information
emerged from the focus groups. This included
discussion of episiotomies and instructions regarding
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Cues to action:
• Reminder posters
o Red dot stickers
• Partner
o Those ADL chosen by individual women to be associated
Perceived susceptibility:
it Include prevalence
data
• Highlight association
with variables such
as parity, forceps,
ventouse delivery or
large baby
Perceived seriousness:
• Details of howUI
might progress
Knowledge:
• Information about
UI
Perineal care
Enabling Factors
• Self efficacy:
- Viewing perineum,external ·PF
palpatation during muscle contraction
- Contracting to exercise as part of ADL
- Tailored exercise program
• Practical skills:
The "Knack"
- Digital self-examination for muscle re-
assessment and exercise progression
Perceived threat1------0-;,.""""-11....... of urinary
incontinence
Highlight the benefits of PFX:
• Bladder continence
Bowel continence
Greater sexual sensation
• Greater partner
satisfaction
• Minimum pelvic organ
·.......----.-..-.::=1 prolapse
Address the barriers to
adoption PFX and good
bladder habits:
o Self-efficacy
o Reminders
• Tie in with ADL
• Involve partners
Likelihood of undertaking pelvic
floor exercises and adopting
good bladder habits.
Figure 1. The proposed continence promotion intervention based on the health belief model and developed in response to
information from women in the focus groups
care of the perineum and .fears associated with the
resumption of sexual activity in the postpartum. Other
related topics were to do with postnatal constipation
and anal dysfunction.
Women reported being too sore to do PFX in the
immediate postpartum. They stated feeling scared
about stitches bursting and being uninfonned and
shocked at the swelling of .the perineum. Women
expressed feelings of anger at not being told what to
expect as far as perineal trauma wasconcemed.
Women reported conflicting infonnationbeinggiven
about care of their perineum but more women
complained of no information being given at alL
There was a lot of discussion about postnatal
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resumption ofsexual intercourse. The only source of
infonnationquotedwas a pamphlet that came in the
"Bounty Bag" associated with condoms. This
pamphlet states that most women resume intercourse
within two weeks of delivery and the general
consensus was that this is not true. Women reported
feelings of being "scared" ,nervous about their
stitches or their muscles, being numb "down there".
Only one women said she had been told that "it was
up to you when you start" (intercourse). Few women
talked about the effect of breast feeding on the
hormones and thus the vagina. This information was
given either by a female GP or by reading about it.
In regard to constipation, the women reported
different experiences in the management of
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constipation in the immediate postpartum by health
care professionals. This ranged from twice daily
interrogation about bowel 'movements to nothing
being said at all, or requests for help being denied.
None of the women had been provided with any
information in regard to PFM function and
constipation. When asked how they might cope with
the experience ofconstipation now,most women said
that they would use dietary manipulation, only one
stating that she would go to see a doctor.
Quite a few women commented on the problem of
flatus control in the postpartum. None had been
warned that it might happen and the feelings
expressed were those of embarrassment One woman
volunteered that she had experienced anal
incompetence early in the postpartum, that she was
totally unprepared for it and that it really got her
started on herPFX.
Discussion
The findings from these focus groups will serve to
help in the development of the program that will be
used as part of a primary continence promotion
intervention to be hasedon health promotion
principles. In terms of the HBM and the aims of the
focus groups, the information obtained from the
groups will be .useful in trying to develop a more
effective intervention.
Firstly, women have little feeling of susceptibility to
VI except where they have first-hand experience or
know of a relative who suffers VI. The educational
part of the intervention will need to ,address not only
the women's apparent lack of feelings of
susceptibility toUI, but also their lack of knowledge
in regard to normal bladder function4 There appears to
be a need to inform women about VI, the function of
pelvic floor muscles and just how this might be
affected by childbirth and the effects of ageing and
the menopause on bladder control in the longer term.
Self-efficacy is an important part of any health
promotion program. In addressing this issue in a
continence promotion program, findings from the
focus groups suggest the intervention will need to
provide WOlllen with individual feedback about their
pelvic floor muscle function, provide them with a
tailored exercise program and enable them to assess
the progress ofthis exercise program. While a number
of women mentioned being told to start then stop the
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flow of urine as a fonn ofPFX, it seems that
continence advisers find this advice unacceptable.
From the groups, it was evident that women not only
require information as to how many exercises to do
each day, but also require someway ofremembering
to do their PFX.Suggestions from the women
regarding tactics they used to remember PFX should
be incorporated into the program.
From the groups it would appear that women might
be in need of other care practices that could be
incorporated within the intervention.. Firstly, a
supervised inspection of the perineum with
explanations about any swelling, bruising or sutures
might allay some of the fears that women mentioned
having. Secondly, specific information in regard to
postnatal care of the perineum should also be given,
along with information regarding the resumption of
sexual intercourse. Thirdly, the women appeared to
lack information about constipation in the immediate
postpartum and the long-term effects ·ofconstipation
on the PFM. This information will be invaluable in
the development of those components of the
intervention not seen to be strictly continence
promotion, but nonetheless relevant to perineal and
anal sphincter recovery following childbirth. The
findings related to the management of perineal
wounds and women'8 fears about resuming
intercourse postnatally require quantitative
evaluation.
The information from the groups has indicated more
clearly, where the gaps exist in women's knowledge
about VI and PFXand where there isa need for the
development of practical skills that form an integral
part of continence promotion, namely correctPFM
contraction. The focus groups have allowed for the
development ofan intervention that is more.likely to
be of benefit to the women in a specific target group
due to the direct input from within that target group.
While there are special skills involved in the running
of focus groups, the practice of physiotherapy might
benefit from wider 'useof this under-utilised but
powerful method of using the customer to enhance
both the ·consumer satisfaction with, and ultimately
the outcomes from, physiotherapy intervention.
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